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Pott’s disease with extensive bilateral psoas abscesses 
in a Nigerian woman: an unusual case
Case Report
Abstract
Bilateral psoas abscesses are uncommon in Pott’s disease. We describe a 28-year-old Nigerian woman with a 2-year history of  
constitutional symptoms and a 1-year history of  bilateral paravertebral masses. She had received anti-tuberculosis (TB) treatment 
in an interrupted manner. A computed tomography (CT) scan revealed T10–T12 spondylitis, wedge collapse and extensive bilateral 
psoas abscesses. Histology of  the abscess wall was definitively diagnosed as soft tissue TB, and special staining for acid-fast bacilli 
was positive. She was successfully treated with anti-TB therapy and ultrasound-guided surgical drainage of  6 L of  abscess fluid. 
Complicated cases of  Pott’s disease may require multi-disciplinary interventions for optimal outcome.
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Case presentation
A 28-year-old woman presented to the University of  
Nigeria Teaching Hospital (UNTH) Enugu on February 
24, 2015 with a 2-year history of  low-grade fever, weight 
loss, drenching night sweats and a 1-year history of  painless 
bilateral paravertebral swellings. Before this, she had 
experienced low back/flank pains, difficulty in walking and 
lower limb paraesthesia, which subsided following 3 months 
of  anti-tuberculosis (TB) therapy in a rural hospital. The 
treatment was discontinued when she became unable to pay 
for the drugs. Further review of  systems was unremarkable. 
She had nursed a family member who suffered from TB.
Physical examination revealed a chronically ill-looking young 
woman who was afebrile and had no signs of  neurological 
dysfunction. Her weight was 49 kg. There were two large 
paravertebral masses around T10–L4 vertebrae (Figure 1): 
the right mass measured 16 × 14 cm; the left mass measured 
18 × 16 cm. The lesions were fluctuant, smooth, without 
features of  acute inflammation. There was a gibbus around 
T11/T12. The groin had similar masses measuring 10 × 6 cm 
(right) and 10 × 4cm (left). Neurological/other examination 
findings were normal. The differential diagnoses included 
Pott’s disease with paravertebral abscesses, fungal spondylitis, 
pyogenic spondylitis and metastatic spinal disease.
Investigation results are summarised in Table 1. Computed 
tomography (CT) scan findings (spine, abdomen/pelvis) 
were suggestive of  TB spondylitis with bilateral paraspinal 
hypodense collections extending into the psoas muscle and 
pelvis (Figure 2A and B). She was commenced on daily anti-
TB therapy (rifampicin, isoniazid, pyrazinamide, ethambutol 
plus pyridoxine) under the directly observed therapy short-
course (DOTS) programme.
On March 23, 2015, ultrasound-guided surgery was 
performed by the neurosurgical and radiology teams under 
general anaesthesia leading to complete drainage of  yellowish, 
free-flowing fluids – 3.2 L and 2.8 L from the left and right 
masses, respectively (Figure 3). A wedge biopsy of  the 
abscess wall soft tissue showed dense chronic inflammation 
with haemorrhage, fibrosis and numerous well-formed 
granulomas (Figure 4A). Ziehl–Neelsen staining showed 
occasional acid-fast bacilli within the histiocytes (Figure 4B). 
Histological diagnosis of  paravertebral soft tissue TB was 
made. Cytology and cultures were negative. The patient’s 
post-operative condition was stable, and she was maintained 
on the continuation phase of  anti-TB treatment. The wound 
drains were removed following sonographic evidence of  
complete resolution. The patient was discharged home on 
May 5, 2015. She completed 12 months of  anti-TB treatment 
and has remained stable (Figure 5).
Figure 1. A 28-year old Nigerian woman with bilateral paravertebral 
masses around T10–L4 vertebrae
Malawi Medical Journal 32 (3); 168-175 September 2020 Unusual case of Pott’s disease  169
Https://dx.doi.org/10.4314/mmj.v32i3.10 
Table 1. Investigation results of a 28-year-old Nigerian woman 






























CRP (mg/dl) 1.8 
HIV I and II antibodies Negative
HBSAg Negative
Anti-HCV Negative




Liver enzymes (IU/L) ALP: 88, AST: 16 IU/L, ALT: 12 
IU/L
Fasting blood glucose (mmol/L) 4.4
Urinalysis Normal
Urine MCS No bacterial growth 
Sputum MCS No bacterial growth 
Sputum AFB Negative
Mantoux test (mm) 3
INR 0.89                                                                         
Psoas abscess MCS No bacterial growth
Psoas abscess fungal studies No fungal elements or growth
Aspirate cytology Smear was polymorphous and 
showed only histiocytes, plasma 
cells, lymphocytes and a few 
multinucleated cells. No atypical 
cells were present
Histology of abscess wall soft tissue Chronically inflamed soft tissue 
with numerous granulomas 
consisting of epithelioid 
histiocytes, lymphocytes and 
Langhans type multinucleated 
giant cells. There were no atypical 
cells
Conclusion: TB involving 
paravertebral soft tissue
Abscess wall staining for AFB Positive 
X-ray thoraco-lumbar spine 
(anteroposterior view)
Anterior wedge collapse of 
vertebral bodies; two ribs project 
out from the area of collapse 
indicating the involvement 
of adjacent vertebra and the 
intervertebral disc
Conclusion: TB of the spine
Chest X-ray Normal findings
CT-scan (spine, abdomen/pelvis) Bilateral para-spinal elongated 
hypodense masses with a 
Hounsfield unit of 19 originating 
at the level of T10 vertebral body. 
There was associated multifocal 
lytic destruction in the spongiosa 
and cortex of T10–T12 vertebral 
bodies. The masses extended 
inferiorly into the belly of the 
psoas muscles. At the level of 
L3/L4 disc space, the posterior 
aspect of the masses herniated 
exteriorly into the subcutaneous 
tissues of the back. The anterior 
aspect of the masses continued 
inferiorly into the pelvis and exited 
into the thigh through the femoral 
canal to terminate at the lesser 
femoral trochanter. Volumetric 
analysis of the masses revealed 
about 3.2 L of fluid per side. The 
kidneys, aorta, and inferior vena 
cava were displaced anteriorly
table 1 cont....
Figure 2. A: CT of the spine (bone window) showing lytic 
destruction of the spongiosa of the T12 vertebral body.
AFB: acid-fast bacilli, ESR: erythrocyte sedimentation rate, 
CRP: C-reactive protein, HBsAg: hepatitis B surface antigen, 
HCV: hepatitis C virus, HIV: human immunodeficiency, INR: 
international normalized ratio, MCS: microscopy, culture, and 
sensitivity,TB: tuberculosis, WBC: white bold cell.
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Discussion
Spinal TB is usually secondary to an extraspinal source of  
Mycobacterium tuberculosis. It typically affects multiple vertebrae, 
with the lower thoracic/lumbar spines being the most 
frequent sites1. A psoas abscess complicating Pott’s disease 
could be primary or secondary. Primary psoas abscesses 
occur due to the haematogenous/lymphatic spread from a 
distant site, while secondary psoas abscesses develope from 
the direct extension of  a nearby infectious process2. M. 
tuberculosis remains a common cause of  psoas abscesses in 
developing countries3. The site of  the lesion in our patient 
is classical for Pott’s disease. The peculiarity of  her psoas 
abscess was its bilateral and extensive nature. Bilateral psoas 
abscess is uncommon2.
The opportunity for early diagnosis of  spinal TB may be 
missed because symptoms are non-specific. The average 
duration of  symptoms before diagnosis is 4 months but 
can be considerably longer4. Chronic back pain is usually 
the earliest and commonest symptom1,4. Delayed diagnosis 
often leads to increased morbidity from complications such 
as cord compression. Although our patient initially had 
low back pain, we believe the initial anti-TB therapy that 
was interrupted altered the progression of  the neurological 
complication. The apparent absence of  symptoms of  
myelopathy might also be related to the site of  her lesion. 
Cord compression is more frequent when the upper/mid-
thoracic spine is involved, as the spinal canal is narrowest 
between T3 and T104. Although she had fever and flank 
pains, psoas spasms which is the third component of  the 
triad of  psoas abscess was not evident despite the extensive 
abscesses. This is not strange as the classical triad occurs in 
less than 50% of  patients3.
Figure 2. A: CT of the spine (bone window) showing lytic 
destruction of the spongiosa of the T12 vertebral body.
Figure 3. Midline L1–L4 surgical access to large bilateral 
paravertebral abscesses.y.
Figure 4. (A) Midline L1–L4 surgical access to large bilateral paravertebral abscesses. (B) Ziehl–Neelsen staining ×100 showing 
occasional acid-alcohol fast bacilli (circled). 
Figure 5. The patient 2 months’ post-surgery and after 3 months 
of anti-TB therapy.
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Radiographic changes associated with Pott’s manifest 
relatively late5. Plain X-ray usually has a low diagnostic 
accuracy for both spinal disease and abscess; ultrasonography 
is diagnostic of  psoas abscesses in 70% of  cases while 
a CT scan is diagnostic of  abscesses in 90% of  cases and 
provides much better details of  the bone lesions3,5. Magnetic 
resonance imaging (MRI) is the modality of  choice in spinal 
infection. It is especially helpful in detecting subclinical 
cord compression syndrome5. The CT scan findings in our 
patient showed classical features of  Pott’s disease and psoas 
abscesses.
Differentiating spinal TB from pyogenic or fungal spondylitis 
or spinal tumours could be difficult if  based on only clinical/
radiographic findings. The non-remarkable chest X-ray, 
erythrocyte sedimentation rate (ESR) and Mantoux test in 
our patient compounded the picture initially. However, the 
patient’s history of  exposure and the initial response to 
anti-TB treatment strengthened our resolve to commence 
therapy before definitive diagnosis. We had no facilities for 
mycobacterial culture. In most cases of  skeletal TB, acid-
fast bacilli (AFB) staining is negative while mycobacterial 
cultures are positive in 50% of  cases making bacteriological 
confirmation of  the disease often difficult6.
Surprisingly, our patient had normal levels of  ESR and 
C-reactive protein (CRP). Despite its non-specificity, ESR is 
widely used in sub-Saharan Africa for the demonstration/
evaluation of  chronic inflammatory processes such as TB. 
Although elevation of  ESR in patients with Pott’s disease is 
common7,8, findings of  normal levels of  ESR and CRP have 
been reported in patients with spinal TB8. In a retrospective 
review of  284 patients with spinal TB in China, 26.8% of  
patients were found to have normal ESR (<20 mm/h), while 
normal levels of  CRP was observed in 30.2% of  patients8. 
Considering that a repeat ESR in a different laboratory 
did not show any elevation in our patient, she most likely 
belongs to the smaller proportion of  patients who may have 
low or normal levels of  markers of  inflammation despite 
active TB. It is also possible that the initial anti-TB treatment 
received by our patient impacted on these parameters. While 
the underlying mechanism in our patient may not be clear, 
our observation suggests that a normal level of  ESR or CRP 
should not preclude the diagnosis of  TB.
The mainstay of  treatment in Pott’s is anti-TB drugs for up 
to 9 months or more9. A four-drug regimen is recommended 
with isoniazid and rifampicin administered during the 
whole course of  therapy. The role of  surgery is debatable. 
However, indications for surgery include cord compression, 
spinal deformity with instability, non-response to medical 
therapy and a large paraspinal abscess10,11. Ultrasound/CT-
guided percutaneous catheter drainage (PCD) and surgical 
drainage are the two options for abscesses. PCD is less 
invasive and currently the treatment of  choice. However, 
surgical drainage is indicated when PCD fails, if  there is a 
contraindication to PCD or extensive abdominal pathology. 
Our patient had no indications for spinal surgery based on 
expert opinions4,10,11. To the best of  our knowledge, the 6 L 
of  abscess fluid drained from our patient is unprecedented.
In conclusion, this report highlights a case of  Pott’s disease 
with extensive bilateral psoas abscesses. Late presentation 
and interrupted anti-TB therapy complicated the patient’s 
condition. She was successfully managed with a combination 
of  medical and surgical treatment. TB-related health 
education should emphasize the availability of  anti-TB 
drugs free-of-charge in DOTS centres. Funding should be 
provided for surgical management when indicated to ensure 
satisfactory outcomes.
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